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Follicular Lupoid Eruption following Electrolysis. J. T. INGRAM, M.D.
Mrs. R., aged 56, had treatment by electrolysis for superfluous hair on the face at intervals of from three to six months, over a period of about three years up to six vears ago.
Twelve to fifteen months ago the present follicular, lupoid eruption of the face developed, almost confined to the muzzle area where electrolysis was performed and particularly affecting the region about and under the chin. The individual lesions have increased in size and look like typical lupoid nodules except that they are all follicular. Histological examination shows a caseating tuberculous infiltration of the usual type. The Mantoux reaction is negative in dilutions of 1: 10,000; 1: 1,000: and 1 100. Blood-count, blood-sedimentation rate, and X-ray examination of chest are normal.
A course of gold injections has been given without, effect. The patient has just started general ultra-violet light therapy.
A second patient under my care, Miss B., aged 54, has an eruption exactly similar in character and distribution. She was shown at a meeting of the Section by Sir Ernest Graham-Little in October 1926.1 The eruption has not altered since that time but the patient was not able to attend to-day. She had electrolysis fourteen years ago and the eruption appeared eighteen months later.
This patient had received some ultra-violet light treatment and treatment by freezing with carbon dioxide snow without benefit.
In March 1935 Dr. Barber showed a case under the name of rosaceous tuberculide. upon which I commented at the time.2 His patient had had electrolysis and showed a very similar eruption to that in the present case.
Discitssion.-Dr. BARBER asked whether any new lesions had developed in this case. Dr. INGRAM (in reply) said that the patient had only been under his observation six ionths, and no further lesions had developed du-ring that timre. In the other case the condition had developed very little since Sir Ernest Graham-Little had shown her eleven years ago.
Dr. BARBER said he considered that the lesions were characteristic lupus nodules, in spite of the negative Mantoux reaction. WVould it be advisable to destroy the lesions by diathermy) Dr. H. SEMION asked if the cases described had had electrolysis by the same operator. Dr. DYSON (Manchester) suggested using tuberculin ointment 10%/o (i.e. the old Kochis tuberculin, 10% in vaseline).
Dr. GOLDS-MITH said he questioned whether that treatment was likely to be effective, in view of the negative Mlantoux reaction.
Dr. AGNES SAVILL said that she usually destroyed lupus nodules by diathermy, insertingr the monopolar needle deeply and using a good strong spark. The patient felt this very little.
POSTSCRIPT.-The Mantoux reaction in the second case is positive. N.B. I have ascertained that both patients received electrolysis treatment frotm the same operator (J. T. I.).
Sclerodactylia.-HUGtH GORDON, MI.C., M.R.C.P.
History.-The patient, a woman aged 38, was, ten years ago, admitted to the West London Hospital on account of exophthalmic goitre and tachycardia. She had had X-ray treatment of the thyroid and had been discharged apparently cured. Folur years ago she noticed coldness of the hands and face during the winter. Three years ago the fingers began to be stiff; since that time ulcerations have appeared on the Section of Dermatology 263 fingers and ankles. Otherwise she feels in good health and leads an apparently normal life, though somewhat crippled by the condition of her hands.
On examination.-The hands are in the inwardly bent position and are completely immobile. The skin is visibly stretched on the fingers and hands, which have the appearance of being shrunken. There is no palpable induration anywhere on the hands. There are numerous " starlike " scars on the dorsal aspects of the fingers. Abnormal pigmentation is present over the backs of the hands and wrists. There is a well-marked feeling of induration on both forearms on palpation. There is no pitting on pressure. The feeling is more of sclerodcema than actual sclerodermia, i.e. the induration feels as though it were involving the subcutaneous tissue more than the cutis. There are no signs of Raynaud's disease, nor is there any history of vasomotor symptoms. The feet are normal: a large trophic ulcer is present on the left ankle. There are no visible varicose veins. Both legs give a slight suggestion of the same induration as that on the forearms. The face has a slightly mask-like appearance. There is exophthalmos, the nose is shrunken and well-marked compensatory furrow s are present on the upper lip and, slightly, on the chin. The skin of the face appears taut but there is no feeling of induration. The rest of the body is normal.
Wassermann reaction negative. Blood-count normal. Blood calcium, 8-9 mgm.%°. X-ray examination: Chest normal. Hands and long bones " No bone absorption; arthritic change present ". Biopsy as yet unobtainable.
On first seeing this case four weeks ago I considered it to be a typical case of Sellei's acrosclerosis. The appearance of the face seemed to be identical with that shown in Sellei's article (Brit. Journ. Derm. and Syph., 46, 531) . According to Sellei, the essential characteristics of arteriosclerosis are symmetrical and simultaneous changes in the hands, face, and feet, these changes being essentially a process of shrinkage and contraction. Vasomotor symptoms are common, so is ulceration and so are the star-like scars on the hands, which do not occur in sclerodermia. The phalanges become sharpened and ulcerated and the bones of the fingers dry up. These bone changes. are pathognomonic for acrosclerosis. The phalanges are frequently hard to the touch and this hardness is not due to the induration and in most cases extends only to the terminal phalanges. In this respect it differs from true sclerodactylia which has its origin in sclerodermia. In true sclerodactylia the changes spread from the arms to the back of the hands and thence to the fingers and not in the reverse direction.
After reading Sellei's article again carefuliy, I came to the conclusion that if Sellei's differentiation of this condition was to be accepted then this case must be classified as a sclerodactylia due to a localized sclerodermia, since in this instance the process began as a sclerodermatous condition of the forearms and then spread forward to the fingers.
In addition there are no bone changes nor is there any rise in blood-calcium. In every other respect, however, the condition conforms exactly to the description of acrosclerosis. Possibly the two conditions-acrosclerosis and sclerodactvlia-are not so sharply differentiated as Sellei thought them to be.
DiscuMsion.-Dr. BARBER said that a point of interest was that the thyroid condition had been treated with X-rays. He believed this to be a characteristic case of sclerodactylia, and he wondered whether there was a connexion with the thyroid disease.
Dr. F. PARIKES WEBER said he regarded this as a typical case of what he would prefer to call the scierodactylia type of sclerodermia. The symiptoms seemed to coincide with those of published cases, and with those which had been shown from time to time at meetings of the Section. He did not agree with the attempt which had been made to make a separate group of acrosclerosis.
